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Psychological Interventions in Peace Support
Operations: Current Practices and Future

Challenges

Megan M. Thompson and Luigi Pasto

The 1990s inaugurated an era of international conflict resolution with new and
challenging characteristics. Peacekeeping no longer means providing a buffer
between former combatants, but more often interceding in the midst of civil
wars marked by deep-seated cultural and religious divisions (Breed, 1998).
Peacekeepers are exposed to widespread physical devastation, large-scale mas-
sacres, and are themselves the targets of violence. Rules of engagement did not
evolve in step with changes in international conflict, and they often provide
insufficient guidance or latitude for operational effectiveness and/or personal
safety (Bercuson, 1996; Dallaire, 2000; Litz, Orsillo, Friedman, Ehlich, & Batres,
1997; MacKenzie, 1993). These factors have increased psychological problems
among peace support personne! (e.g., Adler, Dolan, & Castro, 2000; Baggeley,
Piper, Cumming, & Murphy, 1999; Litz, 1996; Lundin & Otto, 1996; Mac-
Donald, Pereira-Laird, Chamberlain, Mirfin, & Long, 1998). For example, in a
sample of 3,461 American peacekeepers from operation Restore/Continue
Hope in Somalia, more than one third suffered from clinically significant post-
deployment psychiatric symptoms (Orsillo, Roemer, Litz, Ehlich, & Friedman,
1998). Statistics such as these highlight the link between operational stresses
and psychological consequences of peace support missions. Thus the nature and
quality of the psychological services provided to troops sent on these missions
is critical.

We begin this chapter by presenting a social cognitive theory of stress and
coping as a framework for understanding psychological adaptation to stress at
each phase of peace support operations. We then describe current menta) health
interventions across the deployment cycle. Intervention is broadly defined to
include training, stress briefings, short-term interventions in the field, as well
as traditional long-term psychotherapeutic aftercare. In general, we advocate
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greater attention to prevention in mental health service delivery. Command
consultation is presented as one approach that may be of particular merit ip
this regard. Stress inoculation training is then outlined as a proactive training
intervention with direct relevance to issues of psychological resiliency. The
chapter concludes with a discussion of the challenges that continue to face
mental health practitioners in the military.

SOCIAL COGNITIVE THEORY

Social cognitive theories of stress and coping emphasize appraisal processes
thought to mediate the relation between experiences and mental health out-
comes (Bandura, 1982; Lazarus & Folkman, 1984; Meichenbaum, 1985; Taylor,
1983). Accordingly, particular appraisals (i.e., perceptions of current events and
expectations of future events) underlie psychological vulnerability and resil-
iency and are thus related to coping efforts adopted and to the intensity of
stress reactions (Catanzero & Mearns, 1999). Specifically, people who make
negative appraisals experience decreased positive affect, use less adaptive coping
‘strategies (e.g., excessive drinking), and exhibit more maladaptive behaviors
(e.g., hostility; Kassel, Jackson, & Unrod, 2000; Lazarus & Folkman, 1984).
Conversely, positive appraisals that help people derive meaning from experi-
ences, gain a sense of mastery, and maintain self-esteem, and that integrate
experiences into an overarching narrative of one’s life are related, to more rapid
and complete recovery from negative events (Holman & Cohen Silver, 1998;
Taylor, 1983). Moreover, appraisals that are discrepant from actual experiences
lead to distress (Pancer, Hunsberger, Pratt, & Alisat, 2000). Appraisals, there-
fore, must be flexible enough to be revised in the light of disconfirming evi-
dence (see Taylor 1983). Furthermore, people who appraise their coping
resources as inadequate have poorer adaptation outcomes (Bandura, 1977,
1982).

THE PHENOMENOLOGY OF PEACE SUPPORT
OPERATIONS

Predeployment

A deployment’s impact begins well before military personnel reach a foreign
theater of operations (Bartone, Adler, & Viatkus, 1998; Britt & Adler, 1999;
MacDonald et al., 1998). Departure dates usually follow months of intensive
predeployment training, which coincides with heightened anxiety and psycho-
logical distress (MacDonald et al., 1998). Key predeployment appraisals include
getting to know colleagues and leaders, as well as the family’s ability to cope
with the demands of the upcoming deployment (Bartone et al., 1998). Soldiers
can feel ambivalent about the upcoming peace support operation if warrior
training clashes with the more neutral peacekeeping role and/or when personal
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and political views of a mission are at odds with one another (Litz, 1996; Litz,
King, & King, 1997; Lundin & Otto, 1996). Anxieties can increase as departure
dates approach, especially if there is a great deal of uncertainty about the
mission.

Deployment

Other chapters in this volume aptly cover the range and intensity of de-
ployment stressors. It is also important to note that the deployment experience
“seldom matches expectations, and the discrepancy often requires a reappraisal
of the meaningfulness of their preparation and actual involvement” (Garland,
1993, p. 337). Indeed, appraisals may be especially important in the context of
a six-month tour, because people have ample opportunity to monitor, assess,
and reassess the stressor and their coping efforts to deal with it (Thompson &
Gignac, 2001}.

The number, frequency, and intensity of traumatic events experienced during
a deployment affect the nature of appraisals made and assessments of one’s
coping resources. These appraisals in turn affect psychological outcomes. For
instance, troops who appraised their Gulf War duty with greater threat showed
higher distress levels (Solomon, Margalit, Waysman, & Bleich, 1991). Chronic
stressors, such as ambiguous rules of engagement, role ambiguity and conflict,
restricted activity, crowded or primitive living conditions, extremes of weather,
periods of inactivity, as well as interactions with colleagues, civilians, and com-
batants, may also affect the appraisals troops make of the situation and of
themselves (Segal & Segal, 1993). Family concern remains high and is a fre-
quent impetus to seek mental health assistance during a deployment (Pincus
& Benedek, 1998). Finally, modern peace support operations are characterized
by frequent and rapid changes in intensity (Hall, Cipriano, & Bicknell, 1997)
that may increase perceptions of a lack of control, an appraisal particularly
linked to psychological distress.

Postdeployment

Troops are often home within 24 to 48 hours of leaving the mission area.
The rapid pace of redeployment is itself a stressor (Bercuson, 1996) because it
offers little chance to disengage from deployment and adjust to in-garrison and
family roles. Conflicted emotions about the tour, generalized hostility, feelings
of psychological isolation from others, and feelings of helplessness and pow-
erlessness are not uncommon among returned peace support personnel, at least
in the short term (Bartone, 1999; Thompson & Gignac, 2001). These feelings
can lead to maladaptive coping such as substance dependence and abuse, anti-
social and risky behaviors, and accidents (Adler et al., 2000; Aldwin, Levenson,
& Spiro, 1994; MacDonald et al., 1998; Orsillo et al., 1998). Postdeployment
adaptation can be further complicated if veterans are dealing with the emotional
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aftermath of traumatic events (Baggeley et al., 1999; Litz, Orsillo, et al., 1997.
Litz, King, et al., 1997).

Research shows that successful postdeployment recovery is largely associ-
ated with the nature of appraisals made concerning the deployment. For in-
stance, Aldwin et al. (1994) found a decreased relation between combat stress
and PTSD among personnel who were able to recount positive effects of their
military service. General positive personal outcomes include recognizing one’s
ability to cope with adversity, increased self-discipline, resilience, reassessing
or deepening key life values, the development of a clearer direction and sense
of purpose in life, and a deeper appreciation of peace. Deployment-specific posi-
tive outcomes included a belief in the value of the deployment, feelings of
contributing to humanitarian causes, and valuing cross-cultural contact (Ald-
win et al, 1994; Garland, 1993; Hall & Jansen, 1995; Tedeschi & Calhoun,
1996; Ursano, Wheatley, Sledge, Rahe, & Carlson, 1986).

MENTAL HEALTH INTERVENTIONS ACROSS THE
DEPLOYMENT CYCLE

Although the UN and NATO provide general guidelines for peace support
operations, the specifics of selection, training, and care are left to individual
participating nations. These activities can be constrained by countries’ peace-
keeping experiences and their political and monetary support of the military
(Kidwell & Langholtz, 1998). Although some long-standing contributions of
military mental health professionals such as screening, training, and CISD may
be justly classified as proactive; the previous section makes clear that the ma-
jority of psychological interventions are reactive in nature. That is, military
mental health services have largely been called on after stress symptoms are
manifested, or at least after negative events have occurred. Services typically
involve assessment, treatment, and disposition, are provided in a clinic or hos-
pital setting primarily after referral, and occur in the context of a patient-helper
relationship.

Predeployment Interventions: Screening, Briefings, and
Training

Screening

Many, although not all, countries (see Ballone, Valentino, Occhiolini, Di
Mascio, Cannone, & Schioppa, 2000) have screening procedures to assess sol-
diers” psychological well-being. Often conducted in the context of the Depar-
ture Assistance Group (DAG), psychological screening may be limited to one
question determining the soldier’s contact with mental health services in the
preceding five years (Scanlon, 1995). Other questions may address family con-
cerns, sometimes with the spouse present. Although, in theory, screening refers
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to the identification and selection of the best-qualified individuals, in practice,
the emphasis is often on determining any major impediments precluding a
soldier’s deployment (Scanlon, 1995). Many military personnel consider the
screening process to be perfunctory, especially if there is limited time between
the mission notice and deployment date and in times of declining recruitment
and retention.

The United States provides a psychological screening program (see Wright,
Huffman, Adler, & Castro, in press). Although screening occurs across the
deployment cycle, the program has focused on deployment and redeployment.
The program involves an initial psychological screening administered to groups
of troops. Here questionnaires assess demographics, PTSD, depression, sub-
stance use, deployment events, and more recently hostility, quality of marriage,
clinical and personal history, as well as peacekeeping and other trauma expe-
rience. Questions assessing physical health and sick days are also included.
Answers that exceed criteria on at least one of these scales flag individual sol-
diers for clinical interviews to determine further treatment. Although used in
the predeployment phase of two rotations to Kosovo, this program is not de-
signed to screen out at-risk soldiers from deploying on peacekeeping missions
but rather to identify those individuals who would benefit from further eval-
uation or follow-up.

Psychological readiness may also involve the unit commander’s assessment
of a unit or a particular soldier’s readiness. In general, there are no standardized
criteria to assist commanders in this screening. The U.S. screening program
could certainly be used to assist commanders. The psychological division of the
Danish Forces tries to assist commanders in a standardized manner via the
development of an observation form to be completed by squad leaders or pla-
toon commanders, a questionnaire completed by the individual soldier, and
accompanying written guidelines for commanders (Bache, 1993).

Briefings

Predeployment briefings are lectures that disseminate information concern-
ing peace support deployments in general (e.g., history of peacekeeping, mine
awareness) and specific missions (e.g., mission-specific geography, culture, rules
of engagement). These briefings serve important psychological functions be-
cause the information imparted can establish or realign expectations; this in
turn may reduce uncertainty and anxiety.

Briefings specifically addressing psychological issues typically range from
one to four hours. These lectures provide definitions of stress and stressors and
outline specific types of deployment stressors, including critical incident stress,
chronic stressors, and daily hassles. Stress symptoms are reviewed, and general
recommendations for stress reduction, including critical incident stress debrief-
ing (CISD) as well as lifestyle management (eating, sleeping, exercise, talking,

meditation) are also introduced (e.g., Deahl, Srinivasan, Jones, Thomas, Neb-
lett, & Jolly, 2000).
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Training

Specific training in weapon handling, reconnaissance, practical mine aware.
ness training, and so on, is a focus of most predeployment training. One cop-
sequence of this training can be decreased physiological and psychologica]
reactivity of these tasks. However, the psychological coping benefits of this
training are at best implicit. Specific techniques to minimize stress reactions
are almost never taught. Indeed, we found little evidence of specific predeploy-
ment skills training with respect to psychological well-being.

Deployment Interventions

Personnel who administer in-theater mental health support vary somewhat
across nations but usually consists of medical officers, medical assistants, men-
tal health specialists (e.g., mental health nurses, social workers), and priests or
chaplains. Psychiatrists may deploy but more commonly serve in supervisory
and consultation capacities, making scheduled visits during tours or in cases of
emergency. The integration of these teams also varies, but some countries de-
ploy multidimensional mental health care teams as support to contingents. The
Dutch army now deploys a social-medical team consisting of medical officer,
clinical psychologist, social worker, medical assistants, and nurses. The United
States has deployed similar combat stress control teams (CSC; e.g., Hall et al,,
1997; Pincus & Benedek, 1998; Ritchie, Ruck, & Anderson, 1994).

Mental health professionals offer a variety of in-theater interventions in-
cluding educational briefings on aspects of well-being as needs arise. One-on-
one interventions emphasize brief clinical sessions that focus on basic coping
techniques such as planning, problem solving, and prioritizing. Where appro-
priate, medications to treat anxiety, depression, and insomnia are prescribed
(Hibler, 1984). Mental health resources are often at a premium in many coun-
tries; thus medical staff provide the first line of intervention, referring to men-
tal health professionals who tour camps on a regular basis.

In-theater clinical interventions follow a therapeutic model typically referred
to as PIES (proximity, immediacy, expectancy, simplicity; Bache, 1993; Gerardi,
1996; Koshes, 1996). Principles of care include the provision of mental health
care as soon as possible and as close to the soldier’s home unit as feasible.
Lessons learned from the First and Second World Wars showed that soldiers
whose treatment was delayed until they were evacuated for rear guard mental
health treatment rarely returned to active duty (English, 2000). As a result,
members of the mental health team convey an explicit expectancy of return to
duty to the soldier. To reinforce this, these soldiers continue to wear uniforms
and undertake as many duties as possible. Treatment focuses on immediate
problems and avoids in-depth therapy.

First-echelon care may consist of a short-term hiatus from stressful situa-
tions focusing on physiological needs such as rest and food. Early intervention
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is facilitated by increased recognition of stress symptoms by peers and leaders,
as well as corpsmen and field medics (Balacki, 1992; Hibler, 1984). Second order
care may require the soldier’s transfer to a CSC unit co-located with the nearest
field hospital. These units set up as close to the home unit as possible and
service small groups of soldiers who are suffering from psychological stress.
Individual counseling and group discussions allow the ventilation of feelings
and train coping skills. Only individuals deemed at risk to themselves or others,
or whose psychological problems are severe, are evacuated for further treat-
ment. One report demonstrated the success of a CSC unit in that 85% of
soldiers making use of these services quickly returned to duty (Pincus & Be-
nedek, 1998). However, the extent to which these notions have been consis-
tently applied in peace support operations remains unclear.

One of the mainstays of operational mental health interventions is critical
incident stress debriefing (CISD), used to avert psychological damage among
groups of military personnel after their involvement in traumatic events (see
Budd, 1997; Jiggets & Hall, 1995). CISD, a fundamental component of the more
comprehensive intervention of critical incident stress management, occurs im-
mediately or soon after a traumatic event and consists of a single session in-
tervention by a mental health professional and co-facilitator (Mitchell, 1983).
A forum for an open, confidential discussion is first established. Participants
then describe where they were when the traumatic event occurred, and their
thoughts, feelings, and physical reactions to the event are serially elicited.
Stress management principles are briefed. The session is then summarized and
ended. Although some researchers have concluded that the impact of CISD is
at best minimal (e.g., Rose, Wessely, & Bisson, 2001), a meta-analysis (Everly
& Boyle, 1999) reported a large effect size supporting the effectiveness of CISD
in crisis intervention. Others have suggested that the benefits of CISD may be
evident with more than one debriefing session (Shalev, 2000) and when out-
comes other than PTSD are assessed (Deahl, Srinivasan, Jones, Neblett, & Jolly,
2001). Overall, the consensus concerning the effectiveness of CISD appears to
be guardedly positive. However, more carefully controlled research is needed
(see Litz, Gray, Bryant, & Adler, in press, for an excellent review of CISD).

As a mission ends, mental health services are often limited to triage, con-
sultation, and emergencies. Mental health evacuations may actually increase
at this time because fewer psychological support resources remain and a more
relaxed attitude about returning soldiers home may exist (Garland, 1993). Be-
yond this, the bulk of end-of-mission interventions are often directed toward
out-clearance briefings. These lectures, often coupled with medical preventative
health briefings, discuss issues such as reintegration into nondeployed roles
and family reunions. Stress symptoms are outlined, as are the thoughts and
feelings that are a natural part of arriving home. Ideally, end-of-mission in-
terventions should instill adaptive expectations and appraisals concerning
homecoming so that troops can properly interpret and address any ambivalence
experienced upon returning home.
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Postdeployment Interventions: Out-Clearance Briefings,
Out-Clearance Screenings, Psychological Debriefings,
and Therapy

It out-clearance briefings are not provided before troops leave a theate
operations, they are often provided soon after return home. In additio L
lectures, some out-clearance procedures also offer opportunities for more stn N
tured debriefings. These differ from the standard lecture format in that vete o
gather to discuss deployment events to begin the reintegration of these evrans
into overall life experience. For example, the Netherlands conducts intenems
group debriefings for two days immediately after redeployment and pr:ioilve
reunion with loved ones and leave. Seen as a preventative measure to circunt:
vent or minimize later psychological damage, these structured confidentia]
group discussions with other peacekeeping veterans are meant to validate de-
ployment experiences and destigmatize the feelings and symptoms associated
with the tour (Koshes, 1996). The degree to which this approach is popula
with Dutch troops, in particular the enforced delay in reuniting with falr)nil :
remains to be seen. The effectiveness of this approach in preventing subsequerﬁ
psychological problems relative to traditional debriefing methods also remaj
to be established empirically. ”

Out-Clearance Screenin gs

Many countries’ postdeployment out-clearance procedures include an ap-
pointment with a social worker. Intended as a rudimentary p;ychological
screening to uncover major psychological problems and provide appropriate
referrals, troops often view this technique as perfunctory as predeployment
- screenings in terms of identifying individuals who are suffering psychological
distress. More often the military medical system will be the first point of con-
tact b}/ peacekeeping veterans who are seeking assistance to understand and
treat the sometimes confusing physical and emotional symptoms that can occur
atter redeployment.

As noted earlier, some divisions in the United States have used one of the
most comprehensive redeployment screening programs. This large-scale ini-
tiative screens for major trauma events, risk factors, and adjustment problems
and provides individual follow-up clinical interviews as necessary. Canada has
used a similar two-phase psychological screening program during redeploy-
ment from a recent humanitarian mission to Eritrea (T. Cook, personal com-
munication, September 18, 2001).

Postdeployment Therapy

Most militaries provide post-theater treatment, often restricted to diagnosed
PTSD, although services are being expanded to address other potentially stress-
related conditions such as medically unexplained physical symptoms (MUPS)
and Gulf War syndrome (Neisenbaum, Barrett, Reyes, & Reeves, 2000). Typical
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of these efforts are the Canadian Forces Operational Trauma and Stress Support
Centers. Here, multidisciplinary teams including psychiatrists, clinical psy-
chologists, social workers, chaplains, and/or community mental health nurses
assess and treat a range of problems arising from deployments such as sub-
stance abuse, depression, anxiety, and psychiatric disorders including PTSD.
In general, individual-level psychotherapy assists returning peacekeepers in
dealing with the aftermath of trauma and with the tasks of reintegration into
postmission roles; family therapy is available, as is group therapy on a more
limited basis. With respect to PTSD specifically, research shows the most ef-
fective therapies targeting PTSD are cognitive-behavioral in nature, specifically
exposure and anxiety management therapies (Culpepper, 2000). Medications
may be prescribed to target specific symptoms of combat stress reactions
(Koshes, 1996). However, antidepressants prescribed to military personnel with
PTSD (Culpepper, 2000) often have limited effectiveness (Solomon, Gerrity, &

Muff, 1992).

Mental Health Interventions: A Focus on Prevention

Command Consultation

Command consultation reflects the belief that individual-level problems can
become unit-level issues that affect operational readiness and effectiveness
(Garland, 1993; Hall et al., 1997), and it is characterized by two key features.
First, there must be an active and open advisory relationship between mental
health specialists and unit command (Conner & Thoresen, 1972). Second, men-
tal health personnel are placed in the operational theater (Garland, 1993; Shiv-
ers, Hulsebus, & Havrilla, 1983) t¢ ensure that mental health resources are
responsive to current operational needs and that practitioners have credible in-
theater experience (English, 2000). Moving mental health resources closer to
“the headquarters, the troops, and the real problems” (Conner & Thoresen,
1972, p. 152) is consistent with long-standing principles of effective psychiatric
intervention in the context of war (e.g., PIES; Shivers et al., 1983).

In theory, command consultation generally includes assessment, interven-
tion recommendations, and evaluation of interventions (Lenz & Roberts, 1991).
Command consultation can be based on objective assessment measures pre-
sumed to reflect current or imminent unit mental health maladjustment, in-
cluding number of mental health or pastoral service referrals, disease rates,
unexcused absences (i.e., AWOLS), court-martial, and/or accident rates. Other
measures might more directly reflect social-psychological dimensions related
to operational readiness and effectiveness such as deployment appraisals and
expectations, assessment of coping ability, unit cohesion, unit trust in the lead-
ership, and unit commitment. Aspects of the particular operation may also be
assessed, such as intensity, duration, and pace of operations (Hibler, 1984).
Notable departures from typical or normative levels on any of these unit-level
measures of operational readiness and effectiveness would be discussed with
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the command structure (Hibler, 1984). Discussions with key unit leaders m; h
uncover underlying reasons for the observed departures, and possible TEmedg‘ :
are devised (Bey & Smith, 1971). Interventions may be implemented 4t tl}fs
group level (e.g., stress management and prevention training) or at an o )
nizational level (e.g., policy changes with regard to leave). These interventif .
are aimed at restoring mental health to predeployment levels or better, as W:S
as at reducing the likelihood of similar problems arising in the future, T}
success of the interventions would be assessed through continued trackin ;
unit-level mental health. 8o

Although command consultation has been used occasionally in both trad;.
tional combat operations (e.g., Vietnam, Operation Desert Storm) and in Opera-
tions other than war (e.g., Somalia, Haiti), it has not been consistently applied
Operational readiness and effectiveness survey data have been collected i some
countries (e.g., Castro, Bienvenu, Huffman, & Adler, 2000; Murphy & Farley,
2000), but typically results have not been fed back to commanders or used t(;
develop immediate interventions. Even within countries that employ it to some
effect, the consultation process is not formally organized within the military,
nor are clinical psychologists provided “clear active support for their consuyl.
tative efforts” (Lenz & Roberts, 1991, p- 686). Moreover, when a command
consultation process is implemented, the effects of the interventions and of the
process itself on unit mental health are not often evaluated in a satisfactory
fashion (Lenz & Roberts, 1991).

Some evidence indicates that, when available, commanders do seek consul-
tation with regard to unit-level mental health. During a year-long peace sup-
port operation to the former Yugoslavia, two mental health teams made 1,459
command consultations in addition to providing more traditional psychiatric
services (e.g., outpatient and combat stress center services; Pincus & Benedek,
1998). In another study, unit-level surveys of mental health measures among
U.S. peacekeepers in Haiti were usually followed by additional requests for
stress management classes (Hall et al., 1997).

The few examples of command consultation we found occurred exclusively
during deployments. However, we envision command consultation as a valu-
able vehicle for the delivery of integrated mental health services in support of
operational readiness and effectiveness (Hall et al., 1997) throughout the entire
deployment cycle. During the predeployment phase of peace support opera-
tions, consultation could focus primarily on the assessment of operational read-
iness through objective measures and on training for psychological resiliency.
Departures from norms on relevant dimensions would signal the need for in-
terventions tailored to the issues uncovered. Indeed, command consultation
before operations may be the most significant contribution of mental health
expertise to the prevention of psychological problems, providing an opportu-
nity to influence rates of battle fatigue and return to duty (Garland, 1993).

During deployment, consultation can focus on monitoring and maintaining
operational effectiveness levels. Ideally, command consultation would be well
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integrated within a battery of more traditional operational mental health ser
vices and would include administering large surveys to monitor unit-level vari-
ables presumably related to operational effectiveness. The focus would be on
prevention; identifying, and dealing with minor problems before they become
major concerns. With the advent of laptop computers, in-theater computer
services, and Internet connectivity, survey data could be rapidly collected, an-
alvzed, and fed back to commanders in the field.

‘Postdeployment command consultation would emphasize recovery and re-
rurn to optimal operational readiness. Although the idealized view is that the
postdeployment phase is completely positive, as already indicated, feelings of
isolation and helplessness, interpersonal problems with coworkers, and declines
in perceptions of leadership all define the postdeployment phase (MacDonald
et al, 1998). All these indicators are logically linked to unit-level outcomes
such as morale, cohesion, and may even be linked to attrition rates, under-
scoring the importance of postdeployment follow-up. The psychological
screening program of the U.S. Army most closely approximates this approach
across the deployment cycle, although it is not clear how integrated the links
are among research, medical, and command structures and how this informa-
tion is used in developing unit-level mental health interventions.

The success of command consultation is predicated on maintaining the con-
fidentiality of individual soldier-level information. The traditional separation
between command and medical structures has attempted to assure soldiers that
their personal problems are not the automatic purview of commanders and will
not inevitably affect their careers. Therefore, it must be understood by all
involved parties, including troops, medical personnel, mental health profes-
sionals, and members of the command structure, that only information aggre-
gated at the unit leve] and relevant to operational readiness and effectiveness
is open for discussion during command consultation. The identities of individ-
ual soldiers must be protected, unless the soldier is a risk to himself or herself
or to others. This understanding of command consultation preserves the sanc-
tity of the client/health care provider relationship and also ensures that data
provided on surveys is an accurate reflection of important psychological di-
mensions of a unit.

The Role of Appraisals in Preventative Military Mental
Health

One theme that emerges throughout our discussions thus far is that ap-

rge
praisals and expectations are instrumental in affecting psychological adaptation
before, during, and after deployment. In particular, predeployment expectations
may create a crucial mental and emotional set that enhances coping through
the deployment cycle. This being the case, predeployment briefings and train-
ing must be geared toward reducing uncertainty and establishing largely posi-

tive deployment appraisals and expectations that are tempered by realistic
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evaluations of the challenges and hardships of peace support operations. p

sonnel who are unable to realign their predeployment expectations in }j .h oy
operational realities, or whose appraisals of their coping resources ag o
aligned with the challenges of a deployment, may experier?ce more ad'usrte .
problems. Skills training should augment educational briefings, provijdin S,
sonnel with specific coping techniques to foster self-efficacy before during -~
after operations. Stress inoculation training may be a valuable Ve/hicle fglr atid
acquisition and rehearsal of a variety of coping skills, includin itive
appraisals. / 5 posttve

Stress Inoculation Training

. Stress inoculation training (SIT, Meichenbaum, 1985) is a clinical interven
tion that focuses on expectation/appraisal processes. According to SIT, stress )
the result of negative appraisals and assessments of inadequate colpin rls
sources. The initial phase of training involves conceptualizing the eventg ine_
realistic fashion; participants are provided with accurate information about :
stressful event. The second phase involves the acquisition and rehearsal o?
coping skills such as practicing relaxation techniques and self-statements de-
signed to regulate emotions and maintain task focus. In the final training phase
the new coping skills are put to the test during a graduated exposure to stressor;
(Armfield, 1994). The stressors presented during the exposure are stron
enough to arouse psychological defenses without overwhelming them and pro%
vide the context in which to practice adaptive stress-relevant coping*behaviors

In one of the few published accounts, Novaco, Cook, and Sarason (19835
applied SIT in the context of marine recruits’ adaptation to basic training. The
"SIT intervention included a film that modeled self-statements emphasizing the
reappraisal of stressors and the use of coping self-statements to control negative
e‘motions and to maintain task focus. Results showed that recruits who viewed
the SIT coping skills training film expected to succeed on a larger number of
training tasks relative to those who viewed films only showing the realities of
basic training and to recruits in nonfilm control conditionsv(Novaco et al.
1983). This study supports the notion that the provision of stressor—specifié
coping skills modeling reduced the overall apprehension of recruits during a
very stressful portion of training. Although the link between expectations and
training outcomes remains to be established in this context, the larger stress
and coping literature has demonstrated that individuals who have positive ex-
pectations (facilitated here by specific modeling skills) fare better psychologi-
cally (Thompson & Gignac, 2001) and perform at higher levels (e.g
Bouffard-Bouchard, 1990). e

Novaco et al.’s (1983) results provide hope that the cognitive, affective, and
behavioral markers of psychological resiliency may be identified and spécific
coping skills to promote psychological resiliency may be modeled and incor-
porated into standardized training programs. We believe that the preventative
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penefits of this training will be greatest if provided as early as possible in a
soldier’s military career (Novaco et al.,, 1983). Recruit training is a stressful
rime, characterized by extreme uncertainty and anxiety (Novaco et al., 1983).
Thus it presents an ideal opportunity to begin to train and model preventative
coping techniques. For example, training in the techniques of progressive mus-
cular relaxation and coping self-statements could be presented in the context
of a complete physical and mental fitness program provided to recruits from
the beginning of their careers. Ideally, these techniques should be as ingrained
and automatic to soldiers as other basic military skills.

FUTURE CHALLENGES

We have suggested that the nature of the appraisals about the peace support
mission and about coping resources are critical to long-term psychological ad-
justment. Carefully tailored briefings, command consultation throughout the
deployment cycle, and stress inoculation begun during recruit training were
outlined as viable preventative mental health interventions. Each of these pro-
grams is aimed at teaching, monitoring, or modifying the nature of troops’
appraisals and the links between these appraisals and well-being. However,
several challenges remain to be addressed by military mental health pro-
fessionals.

One feature of modern peace support operations is their volatility. For in-
stance, Rwanda, expected to be a low-intensity tour, escalated into one of the
worst massacres of civilians (Dallaire, 2000). Somalia also deteriorated rapidly
into a dangerous and very psychologically demanding tour. The operational
tempo in the Balkans has increased and decreased over the course of the UN
and NATO missions in that area. To meet these changing operational require-
ments, mental health teams should incorporate flexible staffing policies. An
initial cadre of mental health professionals who assist with in-theater adjust-
ment issues could be reduced when the deployment reaches a steady state, but
be ready to deploy again in response to increases in operational tempo (see
Hall et al., 1997).

Debate continues concerning the effectiveness of psychological debriefing
(i.e., CISD). Thus empirical studies should systematically determine the com-
ponents of CISD that may or may not assist psychological recovery. Alterna-
tively, CISD interventions may need to be modified to include a greater number
of sessions and specific coping skills training (see Foa, Hearst-lkeda, & Perry,
1995). Clearly, further research also needs to be conducted to identify whether
there are certain types of individuals for whom CISD is indicated, and con-
versely, whether there are some individuals who may actually be harmed by
CISD.

The specifics of psychological education and briefings need continued refine-
ment. Far too often these stress briefings are taught in general terms and at a
junior university level. Presentation must be tailored to specific deployment
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stressors and events, using terms to which troops can relate. If the briefip
points are not made relevant to the peacekeeping context, many troops wil] faj]
to see the personal relevance of the information and forget the messages.

Predeployment preparation should also incorporate briefings from experi-
enced peacekeepers willing to discuss the realities of a deployment to that the.
ater. This is an approach implemented to good effect in some training centers
(e.g., Peace Support Training Center, Kingston, Canada). Film clips or sti]l pic-
tures of living quarters, general geography of the area, and so on, could aug-
ment these discussions. The information provided by these multiple resources
will help form accurate expectancies and reduce the uncertainty of the upcom-
ing deployment, particularly for those going on their first mission. Similay
discussions led by peacekeeping veterans should be incorporated into post-
deployment briefings. In particular, these briefings should specifically highlight
the positive outcomes tailored as much as possible to the specifics of the mis.-
sion. Soldiers should leave the deployment knowing that despite the frustra-
tions and adversities associated with the tour, they have accomplished
important goals in terms of the mission and/or in terms of their own persona]
growth.

Demographic factors may be important for military mental health profes-
sionals to consider because they target subpopulations that are at increased risk
for stress-related outcomes. Combat units, combat engineers, and medical per-
sonnel are more likely to witness traumatic events, and they tend to deploy
more often (Castro & Adler, 1999). These factors make partieular groups at
greater risk for “sequential traumatization” (Baggeley et al., 1999) and burn-
out, and thus stress-related outcomes (Jones, 1985; McFarlane, 1986; Solomon,
Oppenheimer, Elizur, & Waysman, 1990; Ursano & McCarroll, 1990). Aug-
mentees, or military personnel temporarily attached to a unit in order to £l]
some specific mission goal, are another subpopulation that may be at risk for
negative psychological outcomes because this group has traditionally received
less organizational and social support throughout the deployment cycle
(Thompson & Gignac, in press). Thus particular attention should be paid to
monitoring stress-related symptoms and, where necessary, providing addi-
tional training and other interventions to these groups.

Perhaps the biggest challenges for military mental health professionals lie
at a cultural level. Similar to any culture, militaries are ultimately sustained
by an amalgam of fundamental shared values, customs, and traditions, Perhaps
the defining feature of militaries is the principle of unlimited liability—a will-
ingness to accept casualties. The culture that has arisen from this teature incul-
cates physical rigor, loyalty, obedience, discipline, and courage, characteristics
assumed to be related to the ability to control or at least mask anxiety in the
face of danger. Maintaining these characteristics has also been thought to re-
quire vigilance against any perceived softening within the ranks, a condition
equated to the eroding of military readiness and effectiveness (Ulmer, Collins,
& Jacobs, 2000). Thus soldiers are often reluctant to admit they are less than
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100%, as in many occupations it has meant being removed from duties (Budd,
1997) and a loss of face, isolation from comrades, and guilt arising from letting
down or even endangering the unit. For all these reasons, signs of psychological
distress in self or in others have been considered to reflect inherent character
weaknesses, especially in military units that place such a high value on fitness,
toughness, and courage (Noy, 1991).

Nonetheless, the reality is that combat stress reactions may be a significant
cause of the loss of personnel, often accounting for between 25% and 50% of
total casualties in high-intensity battles (Noy, 1991). Despite statistics such as
these, military command structures have continued to resist interventions that
address more complex psychological models of battle casualties (Lenz & Rob-
erts, 1991). Mental health service providers must also do a better job of pre-
senting mental fitness as an integral part of operational readiness in the way
that physical fitness is in order to be seen as a relevant concern to both leaders
and troops. Moreover, mental health teams must provide more information
and education, to both troops and leaders, with regard to the services and the
tangible benefits that an integrated mental health team can provide.

The emphasis in this chapter has been on mental health programs and pro-
fessionals. However, commanders play an integral role in any system designed
to deal with operational stress because they have final responsibility for the
system and the personnel under their command (see English, 2000). Com-
manders need to lead by example, educating themselves with respect to mental
fitness. The ultimate goal of all prevention and intervention programs pro-
moting adaptive cognitive appraisals, across a deployment, and indeed through-
out a military career, is to significantly enhance commanders’ capability to
maintain the operational effectiveness of their troops.

NOTE

The authors wish to thank Tonya Stokes-Hendriks for her assistance in the editing
of this chapter.
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